projected nearly 1 in. above the skin and extended laterally 14 in. On the thirteenth day after operation the pedicle was transfixed and tied doubly, the whole being secured by a third ligature. During the next week or two some flabby granulations around the pedicle were touched with caustics. The ligatures finally came away on the twentyseventh day after operation. The patient was quite well, and there was apparently no further trouble." "The cyst itself consisted of one large sac, and only one other cyst, very small and quite superficial, could be detected. The lining was smooth, shiny and velvety. There were no papillomatous growvths." The report about the tumour was made by the late Dr. Wilson Fox.
The patient married a year or two later, and had ten children. Her health remained good. For a few years, however, before the attack of acute obstruction, she had had some intestinal troubles, at first constipation, but occasionally what was described as " diarrhoea." About three months before I saw her she had a decided attack of obstruction, and it was thought at the time that there was in all probability some con- mencing malignant disease about the sigmoid or pelvic colon. The attack, however, passed off, but she continued to have some trouble with the bowels. Four days before I saw her a second attack occurred accompanied by pain in the left iliac fossa. The obstruction was apparently complete, and no flatus had passed. There was a good deal of pain, and visible peristalsis, apparently of the colon, was noticed. Pressure on the abdomen relieved this pain. Enemata and aperients had practically no effect. There had been sorne vomniting, but only slight in character, and amounting to little more than the return of food. The vomiting was obviously gastric, and its reaction was acid. The patient was a very stout woman, and there was a great quantity 16 Surgical Section1 of fat on the abdominal wall, save over the scar of the ovariotomy wound, which was in the mid-line. At the lower part this scar was considerably retracted, the depressed portion of the cicatrix being dragged rather towards the left side. I did not, at the time, know the details of the former operation, and imagined that the pedicle had been brought into the abdominal wound, and had not become detached. There was only a moderate amount of distension of the intestines and the symptoms, in brief, were such as might be explained by a kink or compression of the intestines by old adhesions, or by an annular stricture about the pelvic colon. During the next few hours, although the distension did not increase, the pain became worse, and it was decided therefore to operate.
In such cases the best site for the incision is always a matter of some doubt. I elected to cut down in the left semilunar line, as I thought that it might be necessary to open the colon above a stricture, and I might have to deal with pelvic adhesions. The peritoneal cavity contained some serous fluid. A moderately distended small intestine, rather dark in colour, was at once seen. The colon was collapsed. It was at once evident that very numerous adhesions were present in the pelvic cavity, and these were evidently of long standing. Stretching from the neighbourhood of the sacrum, right across the lower part of the abdominal cavity, was a tough, tense cord, which terminated anteriorly in a cystic swelling attached to the loWer part of the central abdominal cicatrix. The cyst was the size of a large orange. It could not be clearly seen, and I naturally assumed that it was an ovarian cyst springing from the left ovary, and that the slenderness of the pedicle was due to traction. This explained the depression that had been noticed on external examination of the abdomen. The uterus was small, deeply placed, slightly movable, and the pedicle could be traced down with the fingers to its left side. At the base of the pedicle were some soft adhesions which bled rather freely as they were broken down. The cyst separated away entire, fairly easily, from the abdominal wall. The pedicle was tied close to the uterus, and the cyst with its pedicle then removed. The pedicle had certainly acted as a cause of obstruction, but I could not judge of the extent to which it had interfered with the passage of the intestinal contents. The pedicle was not twisted, and the cyst, which was not opened at the time, appeared to contain only clear fluid. Numerous other adhesions, some of them due to appendices epiploice, were broken down, one of these being very tight and strong. This brought into view a long coil of collapsed small intestine, which was found to have been tightly constricted by old peritoneal bands in .17
Dent: Case of Intestinal Obstruction two places. By gentle stroking of the intestine the contents were miade to pass on, and it looked as if this portion of the gut might reasonably be expected to recover naturally. The adhesions were so numerous that I could not make certain that every possible cause of obstruction was removed. The operation had been necessarily a prolonged one, and the patient was a bad subject for an anaesthetic. Moreover, there was a great tendency to protrusion of the intestines, although the distension was very moderate. At the lower part of the pelvic colon I could feel a hard mass within the bowel. This I took to be a mass of hard faecal matter, but it was not possible to feel certain that it was not a malignant growth. The large intestine was movable from side to side at this point, and this led me to think that the mass was due to fa3cal impaction rather than to malignant disease. The depth at which I was working rendered it quite impossible to get any view of the swelling. The large intestine down to this mass was quite collapsed, which rendered it further improbable, though by no means certain, that the mass was not malignant. No view could be obtained of the uterus. I imagined at the time that the left ovary, degenerated into a cyst, formed the adherent tumour. The left ovary was naturally not searched for. As so often happens in cases of the kind, the chief difficulty in the operation was experienced in sewing up the wound. The light had begun to fail, and as the room was lighted with incandescent gas lamps, and the patient was taking chloroform, the usual poisonous atmosphere was generated. Consequently the closing of the wound had to be done with all possible rapidity, and without any elaboration of detail.
The next day flatus had passed, and the condition was fairly satisfactory, though still very critical. On the fifth day after operation the bowels were got to act, and thenceforward the patient made a steady, though very slow, recovery. There was a good deal of ecchymosis about the abdominal wall in the neighbourhood of the recent wound, in all probability due to perforation of a large vein by one of the deep sutures. It became now fairly evident that the mass felt in the pelvic colon could not have been malignant, but was merely a very hard block of faces. If I had lost sight of the case, as happens so frequently with hospital patients, I might have recorded it as one of recovery. Fortunately I was able to learn the brief subsequent history which, to my mind, is not the least instructive feature of the case.
Some two months later a further attack of intestinal obstruction ,occurred, but this again subsided. Four months after the operation yet another attack of obstruction commenced while she was away at the Sutrgical Section seaside. I had no opportunity of seeing the patient during this attack.
No operation was performed, the condition of the patient being thought too serious, and she died after twelve days from complete obstruction. is as follows: "A spherical thin-walled cyst 5 cm. or nearly 2 in. in diameter, to which there is attached a cordlike process of about the same length, which has been slit through transversely. Transverse microscopic sections show no epithelial lining, but unstriped muscle and vessels of relatively large size. There is no true lumen, the inner surface consisting of abraded muscular and connective tissue. This cordlike process is probably a Fallopian tube of which the lumen has undergone obliteration, the appearance of a lumen in the present ----. . -----. -s -----. . . . . . . . l u 0 0 -l e f e -w 19 Dent: Case of Intestinal Obstruction condition being simulated by the artificial slit made along its entire length."
The drawing made by Mr. Butterworth (see figure) shows the appearance of the specimen after preservation in spirit. There has been considerable shrinkage of the pedicle. As far as can be judged the extremity of the ovoid cyst was the part that was adherent to the abdominal wall. A curious tapering process of the cord extends over the wall of the cyst, which is seen to be very thin and uniform.
Mr. Shattock opened the cyst soon after removal and found it to contain a mass of fat and a quantity of hair which was of a reddishbrown colour. The cyst was therefore a dermoid, or teratoma. The pathology of this dermoid is, to my mind, rather puzzling. I think it is rather a conjectural explanation to regard it as possibly an implantation cyst connected with the former operation. I think one must assume that the left ovary was intact and that the cyst was not connected directly with it; but this does not agree with Mr. Doran's view that the pedicle of the cyst is a degenerated Fallopian tube of which the lumen has undergone obliteration. There was no trace whatever of a mesosalpinx. The pedicle was a small, fairly tense cord which stretched from the back of the pelvic cavity to the mesial scar in the abdominal wall.
If the pedicle were really a Fallopian tube, I think it must be assumed that it became attached to the abdominal cicatrix as the result of the ovariotomy, and that adhesions subsequently formed, gradually dragging the uterus backwards until it became fixed in the position it was found at the second operation. As the result of this alteration of position, the pedicle became elongated and stretched. There had been no pregnancy for, I think, over twenty-five years; but still the possibility that the case falls into the category of those in which pregnancies have followed double removal of the ovaries or removal of one ovary with disease of the other has to be taken into account. Such cases have been described by Mr. Doran in a paper entitled " Pregnancy after Removal of both Ovaries for Cystic Tumour,"' and are explicable on the assumption that some ovarian tissue was still present in the ovarian ligament. It seems pretty clear that no ovarian tissue was left behind at the first operation on the right side. I do not know, however, that any case has been recorded where so large a number as ten pregnancies have occurred. I Trans. Obstet. Soc. Lond., 1902, xliv, p. 231. 20 It is a matter of great regret that the actual state of the left ovary and of the broad ligament on the left side was never positively ascertained. There is thus a gap in the pathological evidence which cannot be filled up. It must be remembered that at the time of the original operation the left ovary was healthy.
A surgical point of the greatest interest to my mind is the formation of the adhesions. All the pregnancies, I understand, had been quite normal. There had never been any periinetritis or parametritis, nor had there been any illness that might have led to the formation of adhesions. I think, moreover, it may be taken as certain that there was no malignant disease of the large intestine, although the possibility of this had been suspected. On the other hand, there was a history of trouble following the ovariotomy and of suppuration about the pedicle which was fixed to the abdominal wound. My own view is that the adhesions commenced at this time, and they had persisted throughout the patient's life, though they had never given rise to any serious trouble. Adhesions of other serous membranes, such as the pleura, may undoubtedly persist for an indefinite length of time without even being suspected. In the case of the pleura they are less likely to undergo any material changes, but the free movements of the intestines and the alterations in the disposition of the viscera resulting from pregnancies will profoundly modify peritoneal adhesions. Some of them may disappear; others may become tougher until adjacent coils of intestine become firmly welded together or to the abdominal wall or other viscera; or the adhesions may become stretched, avascular, tough and string-like, according to the local conditions, and these changes may take place gradually and extend over a great number of years, never being suspected, until ultimately they lead, perhaps suddenly, to grave symptoms. The patient had been troubled with constipation for a good many years and this condition may have been partly or even wholly dependent on.the presence of the adhesions; on the other hand, the constipation might have been quite independent of them.
All pathologists would, I suppose, agree that extensive intestinal adhesions are frequently found post mortem when there have been no symptoms during life to indicate their presence, and where there is no obvious post-mortem explanation of their original formation. They are certainly found, and not infrequently, where abdominal operations have been performed, although to all appearance the patient made an absolutely uninterrupted recovery without any complication at all. When a pedicle in an ordinary case of ovariotomy has been ligatured with silk, 21 Dent: Case of Intestinial Obstruction the ligatures may come away years after the operation, and in such cases it is highly probable that some adhesions have formed. They may have disappeared again, but this is not likely, and indeed I think that after almost any abdominal operation, however uncomplicated and apparently complete recovery is in every respect, some intestinal or, at any rate, omental adhesions are usually present. Once present, they may persist; for the mere fact that adhesions are present is likely to lead to formation of further adhesions, so that, although some may disappear, others may take their place. Hysterectomy, particularly abdominal hysterectomny, is, I think, especially liable to be followed by the formation of extensive adhesions.
Recently, I had a patient who was admitted into the hospital with symptoms of intestinal obstruction. A year previously an abdominal hysterectomy had been performed, I believe, for uterine fibroids. The surgeon who operated kindly gave me information about the case. No adhesions, I understand, were found and the patient's convalescence was perfectly uninterrupted. The appendix, however, had been removed at the same time as the uterine tumours, but I understand that there was nothing amiss with it. When I saw the patient the symptoms of intestinal obstruction were very severe. An enormous number of adhesions were found all over the intestine, though they were most marked on the right side. Many of these adhesions were separated and divided, with the result that the colon, which was found very much collapsed on opening the abdomen, became more distended. It was impossible, however, to deal with all the adhesions, which were, as usual, largely omental adhesions. The patient died six days later, and post mortem a loop of small gut was found herniated through a gap between some adhesions deep down in the pelvis. There was also in another place a volvulus of the small intestine. Strangulation had occurred at both places. This portion of the gut was so bound down by adhesions and so matted to surrounding structures that elaborate dissection was necessary after removal from the body in order to demonstrate the condition, and it would have been quite impossible to have dealt with it surgically. In such cases, the comlmencement of the trouble is, I think, not improbably due to infection from the stump of the uterus. The peritoneum may be united over this satisfactorily, but still infection is likely to take place with the gradual formation of adhesions. Every surgeon has met with conditions of the kind, though the cases do not often enough form the subject of published communications. In such cases, even though the obstruction is relieved by operation on one or 22 Surgical Section more occasions, recurrence usually follows and the issue is ultimately fatal.
Two curious points are often noticed in these cases: (1) That although the patients have obviously had multiple peritoneal adhesions for many years, they may live in comparative comfort without the supervention of any attack of acute intestinal obstruction; and secondly that when acute intestinal obstruction does occur, strangulation is so constantly found to be present in more than one situation.
DISCUSSION.
Mr. ALBAN DORAN said all present must have listened with great interest to the paper, which contained a high moral, namely, that all surgeons would do well to follow Sir Spencer Wells and Mr. Dent and report their cases fully. About six years before Sir Spencer Wells's best known work appeared in 1872 he published a book on about 120 cases, his first ovariotomies, every one recorded fully. Now a distinguished surgeon reported an after-history forty-five years after another operator of note had removed an abdominal tumour; but how many operations were unpublished before the patients came later on under the care of distinguished-and other-surgeons ? In the olden days the clamp was the best appliance known. In this case the clamp was handled a good deal, and disastrous results ensued. Stilling, one of the earliest operators, lost several cases from tetanus when he used clamps. The pulling about in this case involved suppuration, and there were ten days of frequent handling of the parts. A pioneer, however, must have some bad results at first. The report implied that there was dragging on the intestine, and two or three adherent coils might have been drawn up against the wound. The duty of the second operator was, clearly, to relieve the obstruction, whether it came from a dermoid cyst, a common ovarian cyst, or a broad ligament cyst. Any tumour of those types might become twisted or adhere. Just as when a twisted pedicle atrophied, the tissues of the broad ligament and mesosalpinx became absorbed, leaving the Fallopian tube until the last, as it was the most resistant, so in this case, where the pedicle was dragged upon, the Fallopian tube had resisted better than the other tissues. He had seen a case where a small ovarian cyst had been hauled high up in the abdomen by the omentum, and there was an enormously long Fallopian tube, with the muscular tissue perfect, but the lumen obliterated. The other tissues of the pedicle had disappeared. That was the explanation of the present tumour. As the tumour was dermoid, it was evidently ovarian, and he believed it was the left ovary with its tube. The question had been raised whether the surgeon could guarantee that adhesions would not result after abdominal section, particularly when a stump was left behind. When the pedicle was let down into the peritoneal cavity-the usual practice at the present day-adhesions often developed. Many surgeons now 23 Dent: Case of Intestinal Obstruction tucked in the stump behind the peritoneal cavity, and it was right to do so, especially after removing a suppurating tube. It was bad surgery to leave the stump in such a case bare in the peritoneal cavity. Still, if the stump was turned in under the peritoneum, or the uterus amputated entire, and the peritoneum sewn over the gap, a 4-in. or 5-in. line of sutured peritoneum was formed, and he did not see how, under such conditions, any guarantee against adhesions could be given. He would be glad if anybody could suggestany way by which the chance of adhesions could be reduced to a minimum.
Mr. DUNN asked how, if the tumour was a dermoid cyst, Mr. Doran would explain the ten pregnancies which the patient had after the ovariotomy.
Mr. ALBAN DORAN replied that dermoid elements did not preclude pregnancy. He had operated upon a pregnant woman in whom both ovaries were so affected, and on one side there was a very large dermoid. A dermoid, too, might develop in a year or two.
Mr. W. G. SPENCER said there was another class of adhesions which might cause the patient trouble, namely, those connected with fibromyomata which gradually atrophied and were supposed to come to a standstill, but the adhesions went on increasing. He had seen cases with such multiple adhesions, in which, whatever one tried to do, it was impossible to save the patient. He had had under his care a lady, aged 70, who years ago had a fibroid, and was told the disease would shrink. He supposed it did and that it had probably become calcified, but the adhesions had gone on, and there was an increasing tendency to intestinal obstruction, and that without any question of operation as a cause, as she had not had one done until that which he performed quite recently. A series of cases of adhesions had been reported after the use of iodine, and he thought it very important when using iodine in abdominal operations not to let the iodine touch the intestines; this increased the tendency to adhesions, not at first, but some months or a year afterwards, and the surgeon found it very difficult to deal with such adhesions.
Mr. McADAM EcCLEs said it was very rare to have ten pregnancies after removal of one ovary, and then to find a dermoid cyst of the ovary which remained. In view of a certain theory as to the causation of sex, it would be of considerable interest if Mr. Dent could say what was the sex of the children -whether they were all of one sex or not.
Mr. P. LOCKHART MUMMERY, discussing the prevention of adhesions after abdominal operations, said there were three points of importance. First, the wound should heal absolutely aseptically. Secondly, no surface uncovered by peritoneum should be left behind after the operation; in this he included leaving a stitch bare inside the peritoneal cavity. When operating with the view of leaving no adhesions behind, the peritoneal coat should show nothing but peritoneum; neither the stitches nor knots should be visible when the peritoneum had been closed. Thirdly, the operation should be done without any blood at all being left. He regarded blood, even in very small quantity, 24 Surgical Section left in the abdominal cavity as a very poteRat cause of subsequent adhesions.
It was very easy to prick one of the tiny vessels beneath the peritoneum and cause a small hematoma to form; this seriously handicapped a successful result. If these precautions were carried out he did not think adhesions would occur after operation. Very careful technique was, however, required to secure a good result.
The PRESIDENT (Mr. Dent), in reply, said he could not give details as to the patient's children, but he knew they included both sexes. He agreed that the fact that she had had ten pregnancies was remarkable. He wished he had had more time at the operation and could have seen better; he had to judge largely by the feel. He believed there was still an ovary in the patient's abdomen. He thought Mr. Mummery's remark about blood left behind being a cause of adhesions was true; he was also sure that sometimes swabbing out blood from the cavity w,as a cause of adhesions forming, because the delicate surface was scraped in the act. Fortunately, such adhesions sometimes spontaneously disappeared. The formation of chronic multiple adhesions and their results was a point in practical surgery to which he thought sufficient attention had not been paid, and that was one of his chief reasons for bringing forward the case. Peritoneal adhesions were frequently a source of great trouble to the surgeon, but unless they formed, most abdominal surgery would be impossible.
